Introduction
Suicide is a major public health problem as recognised by the World Health Organization (1, 2). In the United States of America, suicide is the eleventh leading cause of death in adults, fourth leading cause of death in children, thirs leading cause of death in young people aged 15 to 24 years and accounts for 30,000 deaths annually (3, 4) . Individuals who survive an act of attempted suicide are at a higher risk of reattempting using a highly lethal method. (5) .
Clinical decision making is influenced by a complex interactions between the patient and clinicians as well as socio-cultural and contextual factors (6) . The management of a patient attempting suicide should be based on theoretical knowledge and empirical data but unfortunately research shows that "unrelated" factors can also affect the clinician's judgement. Some of these are a patient's attractiveness, socio-economic status and the clinician's own values. (6) . These factors can interfere in the proper management and follow-up of patients who are at risk of repeated self harm and the attitudes of clinicians often can interfere with prevention strategies (5) . Non mental health professionals come into frequent contact with individuals who are at high risk of self harm and therefore play an important role in the prevention of suicide (7) . A recent study has shown that non-mental health professionals form an important link in the management and prevention of suicide (3) . Liaison between mental and non-mental health professionals can help reduce rates of suicide (8) .
A study of attitudes of mental health and non-mental health workers towards patients who attempt suicide will help identify any negative attitudes and this can subsequently help plan training and education. Studies examining this issue are limited in number in India therefore we decided to study this important area.
Methods

Study design
A cross sectional study was carried out at a nodal multi-speciality tertiary care hospital. The hospital is a central government run hospital situated in Varanasi, Uttar Pradesh, India which caters to a large population of patients and serves as an important treatment centre with a vast catchment area. The study sample included a group of 30 non mental health professionals from the general medicine, surgery, neurology, anaesthesia, neurosurgery, and orthopaedics and gynaecology and obstetrics departments, serving in the Departments of Emergency Medicine. Since the Department of Emergency Medicine is the first point of contact for a patient who attempts suicide, we chose trainee residents who are posted to the department on a rotational basis or are called to attend to the emergency referrals. All the trainee residents posted to the Emergency Medicine Department, during the study period, who consented to participate in the study were included in the non mental health group. The comparison group consisted of a convenience sample of 30 mental health professionals consisting of psychiatrists, psychologist, psychiatric social workers and psychiatric nurses. The study was approved by the ethical committee of the hospital. hatred, anger, indifference and manipulativeness. The six factors identified were factor I -acceptance; factor II-understanding; factor III-helpful behaviour; factor IV-manipulativeness (considers act of suicide as manipulative); factor V-indifference; factor VIrejection (attitudes of rejection of towards patient). The factors were named based on the predominant attitude conveyed by the responses to the questions.
Results
There were 30 respondents from each group. The mental health group consisted of psychiatrists (n=8), psychologists (n=14), psychiatric social workers (n=6) and psychiatric nurses (n=2). The non-mental health group comprised of those from the department of general medicine (n= 18) and the rest were from surgery (n=4), neurology (n=6) and gynaecology and obstetrics (n=2). Table 1 shows the comparison of the mean factor scores between the two groups using the t test. The non-mental health group had significantly lower scores for factors 1,4 and 5. Attitudes such as empathy, understanding, and helping behaviour towards the patients were significantly less in the non mental health group. Table 2 shows the correlation matrix for the six factors in the non-mental health group, There was significant negative correlation between factors 1 and 5 and positive correlation between factors 1 and 6. Table  3 shows the correlation matrix for of the six factors among mental health professionals.
Discussion
Our findings are similar to those of a previous study carried out in India (9) . A comparison of attitudes between the two groups revealed that the mental health clinician group had significantly higher scores on factors 1,4 and 5 as listed in the results. This indicated that the mental health professionals had more positive attitudes towards patients presenting after attempted suicide while the non-mental health professionals had a relatively less engaging attitude towards them.
Mental health clinicians deals with people undergoing stress and difficulties hence they may be more adept at addressing and discussing such issues and their training may also help them develop more positive attitudes. These clinicians are better at dealing with issues of helplessness, despair and non-adjustment in patients. Non-mental health professionals may not have been trained to consider aspects other than
We used an attitude questionnaire, used in another study in India which looked at attitudes of emergency room clinicians towards suicide (9) . The questionnaire was found to have good reliability. This self administered questionnaire had 34 items with yes/no responses. Some sample questions in the questionnaire were: do you volunteer to care for patients who have attempted suicide?, do you think suicide is an act of courage?, Do you think suicide is an act of cowardice?, do you think suicide is an act of manipulation?, do you think patients attempting suicide need love and attention?, does talking about suicide increase the risk of suicide?, does attempting suicide indicate the presence of a mental illness, does dealing with patients who attempt suicide irritate you?, does talking about suicide make you anxious? and do you think treating patients who attempt suicide place an unnecessary burden on the doctor?
The questionnaire was administered to the respondents after obtaining written informed consent. The identity of the respondents was kept confidential. The questionnaire was collected from the respondents after one day. The responses were analysed by grouping the responses under six factors.
Data analysis
The data was analysed using SPSS-version 13 for Windows. The original study described eight factors which best described the attitude of clinicians. We carried out an exploratory factor analysis and identified six factors which described the data. The mean factor scores of the two groups were compared. The factors were grouped as 'positive' if they conveyed attributes like empathy, concern, understanding, open mindedness, acceptance, and helpful behaviour. The 'negative' attitudes were the ones which conveyed 
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Attitude of health professionals towards suicide a "biological model" of illness. They may be less considerate of the patient's emotional state. The work pressure and their own anxieties in dealing with such patients can also influence their attitudes. Another issue of relevance is the medico legal aspect, because managing a patient after attempted suicide becomes tedious and complicated due to its legal implications and the procedures involved (9,10).
The appropriate management of patients who attempt suicide is important as this group is vulnerable and is at risk of re-attempting which could result in a completed suicide (10, 11) . In India, organophosphates are among the commonest methods used to attempt suicide because of their easy availability. Patients who use organophosphates are first managed in emergency departments (12) .The clinicians in emergency departments who are responsible for the management of these patients have to be trained adequately, to bring about a positive change in their perceptions regarding suicide, mental wellbeing and patients with psychiatric illness. The Emergency Department is the first point of contact and is often the gateway to mental health professionals (10, 13, 14) .
Asia contributes a majority (61%) of all suicides world wide (2) . This alarming figure is partly because of poor access to mental health facilities and partly due to various other socio-familial and cultural factors (16) . Among family physicians, lack of knowledge and anxiety about how to handle suicidality contribute to how they deal with such patients (17) . If the process of committing suicide is considered as a continuum, then it begins as an ideation, continues with planning, preparing and ends with threatening and the eventual suicide attempt. This continuum can be interrupted at multiple points and the act may be prevented (18, 24) . Suicidal individuals frequently approach nonmental health professionals in the period between contemplation and completion which can last as long as one year (18) . Men and older people are known to frequently contact services during the contemplation period (18) .
Mental health professionals namely doctors trained in psychiatry, psychologists, psychiatric nurses, social workers and special educators are better equipped to assess and manage suicidal patients. Attitudes of nonmental health professionals may be influenced by education and training. Such training can contribute to reducing the risk of subsequent suicide attempts (16, (19) (20) (21) (22) . A study done by Beautrais showed that a positive change in attitudes occurred after training programmes (23).
Our study also found that medico-legal issues influence attitudes. Unnecessary paper work and subsequent legal procedures have a negative impact on the attitudes of non-mental health professionals. This is an important issue that needs to be addressed (9) . Because medicolegal issues have already been dealt with when mental health professionals assess the patient, medico-legal issues have less of an impact on them.
Crisis intervention teams in emergency departments could also reduce the burden on emergency room clinicians, which can result in more positive attitudes towards patients who attempt suicide (11) .For patients at high risk of self harm the crisis intervention team can also serve as a link to community services (19) .
Our study had important limitations. The tool used had 'yes' and 'no' answers. This could be improved by an instrument which uses a Likert scale of scoring.
The sample was small; hence the applicability of the data maybe limited. We would propose that a study be carried out on a larger population, where training of non-mental health professionals in dealing with patients attempting suicide maybe undertaken and a pre and post-training assessment of attitudes could be performed.
Despite these limitations, our study suggests that suicidal patients-who form a special subset of all emergency referrals-may be helped by attitudinal changes among clinicians which can lead to better interactions with patients, proper referral and immediate crisis intervention by an expert team which in turn may lead to a decline of re-attempts of the act (1).
